Introduction
Diabetes mellitus till recently has beeen divided into two main types-the 'juvenile' and 'maturity onset'-on the basis of the age at onset, bodyweight, susceptibility to ketosis and response to insulin and oral therapy. Lawrence (1951) described a rare variety of lipo-atrophic diabetes characterized by earlier age of onset, loss of subcutaneous fat, rarity of ketosis and high insulin requirements. Hugh-Jones (1955) from Jamaica described the 'J-type' of diabetes mellitus which, although occurring in young and lean persons below 40 years of age, was not susceptible to ketosis, needed moderately large doses of insulin and did not respond to sulphonylurea compounds. Similar cases were later described from other tropical countries (Campbell & McNeil, 1959; Cosnett, 1959; Tulloch, 1962) . Samaan & Fraser (1963) used the term 'thinmiddle-aged diabetes' for a group of subjects weighing 98-115% of standard weight, showing low typical and atypical serum insulin-like activity and responding to sulphonylurea and biguanide c compounds. Tripathi & Kar (1965) refer to a similar variety as 'elderly-lean' type. Environmental, nutritional and socio-economic factors may be responsible for these variable patterns of disease. Furthermore, the acute and long-term sequelae may vary with the clinical disease-type.
Material and methods
Of the total clinic population (320 cases) only 274 diabetics in whom all the clinical findings and investigations were available formed the material for the present study. Diabetes mellitus was proved by a standard glucose tolerance test in the majority of cases. In others, fasting and post-prandial blood sugar levels were elevated along with glycosuria. The criteria of Joslin et al. (1959) were employed for the interpretation of these results.
For the classification of diabetes mellitus into various clinical types, the following criteria were employed:
Juvenile, growth onset or type 1. Disease starting below the age of 45 years, requiring insulin to prevent ketosis. The dose of insulin is often 40 units/day, but 35-60 units daily may be needed (Lawrence, 1951) . These subjects are invariably underweight.
Lipo-plethoric, elderly-obese, maturity onset or type 2. The onset of disease is often after 40 years of age. These people are not prone to ketosis in the absence of infections, are insulininsensitive, obese and respond to dietary treatment or sulphonylurea.
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Hypertension was presumed to be present if the blood pressure exceeded 150 mmHg systolic and 90 mmHg diastolic (patients with unequivocal hypertension before cardiac infarction were included even if their blood pressure on admission was below these limits). Coronary heart disease was considered to be present (Lal & Bahl, 1967) (Bahl, Khosla & Caroli, 1967) . Constipation, diarrhoea or postural hypotension were taken as evidence of autonomic neuropathy.
Observations
The relationship of the age at onset to the duration of diabetes mellitus is shown in The relationship of the socio-economic status to the clinical pattern of diabetes is shown in Table 2 . Most of the subjects in this study were non-vegetarian (63 4%). The high-income group had a fairly balanced diet, whereas the lowincome group had an average of 1500-2800 calories daily on gross analysis, with a deficiency of protein and vitamins. requirements of insulin or hypoglycemic agents and percentage of standard weight. Allowing a range of +10% of standard weight for normal, 138 (50 4%) diabetics were obese and 35 (12-8%) were underweight.
The incidence of underweight and overweight diabetics was almost equal in the two sexes (14 6 and 50 0% in males, 10 0 and 50 9% in females, respectively). In the age-group 20 years and over, obese diabetics predominated over underweight diabetics (504 and 12-4%, respectively) as seen in Fig. 3. Fig. 4 lationship of sex to the percentage of standard weight. The severity of diabetes mellitus as judged from post-prandial blood sugar levels is shown in Table 3 . Type 1 and J-type diabetics are demarcated by interrupted lines (Fig. 1) (Banerjea, Roy & Mukherjea, 1960; Pathania & Sachar, 1961; Bahl, 1963; Tripathi & Kar, 1965; Mukherjee et al., 1966; Lal & Bahl, 1967) . The duration of the disease was 5 years or less in 69-1%. Most diabetics (70-1%) had a post-prandial blood sugar of 200 mg/100 ml or below.
There were 50-4% overweight and 12-8% underweight subjects when standard weight was considered to be within +10% of normal. In studies on Indians (Tripathi & Kar, 1965) and Natal Indians (Cosnett, 1959 ) the corresponding incidences were 32 and 52% and 32 and 25% On restricting the standard weight-range to limits of +5%, the overweight and underweight diabetics formed 54-9 and 14-9%. The figures in other series from Ceylon (De Zoysa, 1951) and from the United States (Joslin et al., 1959) are 20 and 68% and 77 and 8%, respectively. The sex incidence of underweight and overweight diabetics did not differ significantly in contrast with the preponderance of female lipoplethoric diabetics in England (Lawrence, 1951) . No case of diabetes mellitus was encountered in the first decade of life, compared to nearly 5 % of such patients in the Western countries (Joslin et al., 1959) . In the second decade of life, only three (1 1%) patients were seen, which is much lower than the 8 % incidence elsewhere (Joslin et al., 1959) . The infrequency of juvenile diabetics with ketosis and coma in India was emphasized at the 75th Annual Meeting of the British Medical Association held in 1907.
The incidence of J-type and elderly-lean diabetics in this study is much lower than in the series reported by Tripathi & Kar (1965) . Contary to the findings of these authors, the elderlylean type of diabetes was more prevalent in the better socio-economic strata. J-type diabetes was rare in high-income groups and juvenile diabetes was more prevalent in low-income groups. De Zoysa (1951) and Tripathi & Kar (1965) explained the differences in clinical patterns of diabetes in the tropics on the basis of undernutrition and low fat-intake. Hugh-Jones (1955) and Cosnett (1959) , however, considered that the levels of nutrition are not responsible for these differences in the clinical patterns. The incidence of underweight diabetics in the tropics may be due to differences in susceptibility, as is also suggested by the observations of Cosnett (1957) that Indians in Natal manifested marked differences in the incidence of diabetes, factors like climate and nutrition remaining constant. Possibly a particular diabetic factor such as an intake of herbs may be a causative factor (HughJones, 1955; Cosnett, 1959 ), but does not appear likely in our study.
The finding of fatty change in the liver in type 2 diabetes agrees with that of Hugh-Jones (1955) and of Bearn, Billing & Sherlock (1951) . The same authors reported normal liver histology in type 1 diabetes, which is in sharp contrast with our observations of fatty changes in hepatic cells even in these cases.
The incidence of complications in this study is similar to that reported in a previous publication from this clinic (Lal, Chugh & Bahl, 1966) . Pyogenic infections, ketosis, coronary heart disease and hypertension were more frequent in type 1 diabetics. Fungal infections, nephropathy, hepatomegaly and avitaminosis were more often detected in J-type diabetes. Elderly-lean diabetics appeared to be more prone to urinary tract infection, neuropathy, gangrene, cerebrovascular disease, anaemia and cataract. Tubercular infections and autonomic neuropathy were the most frequently noticed complications of the elderlyobese type of diabetes mellitus. Impotence, retinopathy and albuminuria affected all types of diabetics with almost equal frequency. Cholecystitis was not observed in any of the cases studied. The rarity of gall-bladder disease was also observed among Natal Indians (Cosnett, 1957) . Gangrene was observed in elderly-lean and elderly-obese diabetics only (Table 4) .
It is difficult to offer an explanation for these differences in the incidence of complications in various types of diabetes. Susceptibility to various sequelae may be due to the same factors which determine the clinical patterns of diabetes.
